INTRODuCTION
Hysteroscopy is widely accepted as the standard endoscopic modality for investigation of the uterine cavity (1) . It is a minimally invasive approach and also provides an opportunity to evaluate intrauterine pathologies and to take biopsies at the same time (2) . Interventions with hysteroscopy are now being performed in the office setting with the development of more advanced hysteroscopic devices. Patient's compliance is important for a successful office hysteroscopic evaluation without anesthesia.
Like most other gynecological office procedures including endometrial sampling, hysterography, intrauterine device insertion, and intrauterine insemination, hysteroscopy also often requires the application of a speculum to visualize the cervix and a singletooth tenaculum to fixate the cervix, straighten the cervico-uterine angle, provide counter-traction and facilitate the procedure. However enlarging the vagina with a speculum and grasping the cervix with a tenaculum can be painful for the patient (3) . The pain and discomfort felt by the patients may complicate the process.Application of local anesthesia to the uterine cervix may decrease pain and facilitate the procedure especially for operative hysteroscopy.
Vaginoscopy is an alternative method for performing hysteroscopy without the need for insertion of a vaginal speculum to view the cervix or cervical instrumentation to grasp and steady the cervix.It is known as gold standart technique for outpatient hysteroscopic approaches (4) .
In this trial we aimed to compare the vaginoscopy and traditional technique of hysteroscopy combined with local anesthesia for operative hysteroscopy in terms of patient compliance and ease of the procedure. Our primary endpoinrs were VAS scores and secondary endpoints were Likert-type scale scores.
MATERIALS and METhODS
A total of 182 women in their reproductive ages who were admitted to our outpatient unit for menorrhagia were selected for this prospective trial. After a detailed history and physical examination we offered office hysteroscopy to all subjects. A hundred and twelve subjects were scheduled for operative hysteroscopy for various reasons (polyps, leiomyomas), and 14 of these patients did not give permission and excluded from the study. The remaining 98 patients were included in the study.
The study was a prospective study conducted between June 2013-January 2014 at our department of gynecology. Scientific and ethical approval was received from the institutional review board. All participants gave their written informed consent.
A total of 98 women in their reproductive age in whom operative hysteroscopy planned were randomly (1:1) assigned to two groups: Group 1 (vaginoscopy, no=48) and Group 2 (traditional technique with local anesthesia, no=50).
Patients with positive b-HCG test, stenotic cervical os, acute cervicitis, known history of uterine malignancy, uterine anomalies or leiomyomas, or who had experienced failed office hysteroscopy procedure were excluded from the study. No patient was given misoprostol before the procedure and no routine antibiotic prophylaxis was administered. Lidocaine (2 mg/kg) was injected into the cervix of the patients in Group 2 before grasping with the tenaculum. The patients were not informed about the group to which they belonged. Hysteroscopy was performed by a single gynecologist using the same room and table in order to maintain consistency and to limit confounding variables. For hysteroscopic instrumentation Xenon Nova 300 (2 mm optical view) device was used. We used 5 % mannitol for distension. We took biopsies from all patients (for polyps, endometrial thickness and myoma uteri).
The patients were asked to identify their pain according to a visual analog pain scale (VAS, 0=no pain; 10=worst possible pain) at the following time points: before placement of the speculum, phase 1 (baseline pain perception); after placement of the speculum, phase 2; after grasping with tenaculum, phase 3; during hysteroscopy phase 4; and 5 min after the procedure phase 5. VAS-4 reflected compliance of the patient. Scores were measured and recorded. We also measured and recorded the scores of a 5-cm Likerttype scale completed by the clinician (1=very difficult, 5=very easy).
Likert scale is a psychometric scale commonly used to score responses in a survey research (5) . VAS scale is a pain scale which measures patient's pain intensity or other features which are based on self-report, observational (behavioral), or physiological data (6) .
Statistical analysis
Statistical analysis was performed with SPSS 12.0 software (IBM, Chicago, IL, USA 
RESuLTS
The characteristics of the groups are summarized in Table 1 . There were seven failed procedures (7/300, 2.33 %). Five were in Group 1 and 2 were in Group 2. There was no significant difference between the groups for failure of the hysteroscopy (P>0.05). We defined inability to access the uterine cavity as failed procedure. These failures were due to pain in four patients and complicated procedures in 3 patients.
The means of VAS, Likert-type scale, procedure time and the differences between the groups are presented in Table 2 . VAS-2 and VAS-3 were same with VAS-1 in patients who belonged to Group 1.VAS-2 scores were statistically higher in Group 2 than Group 1 (P=0.001). There was no significant difference between VAS-1, VAS-3 and VAS-5 scores. VAS-4 scores were statistically higher in Group 1 than Group 2 (P=0.001). Likert-type scale scores were statistically higher in Group 2 (P<0.001), but the procedure time was longer in Group 1 than Group 2 (P=0.001).
Parameters such as educational status, history of dysmenorrhea and dyspareunia, and parity which may affect patients' pain perception and their association to VAS, Likert-type scale, and the time of the procedure were evaluated and shown in Table 3 . High educational status was associated with higher VAS-2 and VAS-3 level which was not anticipated. The presence of history of dysmenorrhea was associated with higher levels of VAS-2, 3 and 4 (P<0.001). Multiparous patients had lower VAS-2 and 3 scores (P=0.018, 0.012, respectively). No acute or subacute complications such as intractable bleeding, tenaculum-related cervical tears, vasovagal reactions due to pain, uterine rupture or infection were seen during the study.
DISCuSSION
Hysteroscopy can be regarded as the gold standard for the evaluation of the uterine cavity and subsequent detection of intrauterine pathology (7) . While the international literature suggests that outpatient hysteroscopy without using any form of analgesia or anaesthesia is a well-tolerated procedure with a high success rate in general, it continues to be considered as an invasive and painful technique by most gynaecologists and patients (8) . Indeed, pain experienced during the procedure continues to represent the most common reason for failure, and this can occur even if local anaesthesia is used (9) . Although some literature suggests that pain control for hysteroscopy is still unclear, the major obstacle to the successful completion of these outpatient gynecologic procedures is pain management (10) . Dilating the vagina with a speculum and grasping the cervix with a tenaculum have painful implications for the patient (3) . There are lots of trials in the literature to control pain without the use of pain relief and anesthesia (11) . In a prospective randomized trial music was found to be useful as a complementary method to control anxiety and reduce perception of pain during office hysteroscopy (12) .
Vaginoscopy, also known as the 'no-touch' technique, is an alternative method for performing hysteroscopy without the need for a vaginal speculum to view the cervix or cervical instrumentation to grasp and steady the cervix (4) . This technique has permitted complete elimination of any kind of premedication, analgesia or anaesthesia, making the procedure faster and complication-free for diagnostic investigation (13) . But what about operative hysteroscopy? In our trial we compared the vaginoscopy and traditional technique of hysteroscopy combined with local anesthesia for operative hysteroscopy in terms of patient compliance and ease of procedure.
According to our results pain perception is statistically higher in Group 2 according to VAS-2 scores. There were no significant differences between VAS-3 scores which may be caused by the local anesthesia. VAS-4 scores were statistically higher in Group 1 than Group 2 (P=0.001). Contrarily, in a trial it is reported that vaginoscopic approach to outpatient hysteroscopy is successful and significantly reduces the pain experienced by patients during the procedure, compared with traditional techniques using a vaginal speculum (4) . But in this trial the authors used hysteroscopy for diagnosis rather than operative purposes. This difference may be due to our operative interventions like cutting and ablation.
Based on the results of our trial dysmenorrhea and dyspareunia were associated with higher VAS 2 and 3 scores. This higher scores may be due to undiagnosed focal implants of pelvic endometriosis (14) . Our results revealed that high educational status is associated with higher pain perception in this procedure. This was an unexpected finding and as expected, patients with higher vaginal delivery rate have lower pain perception (P=0.018, 0.012, respectively) and Likert-type scale scores were higher in this group. The procedure time was longer in Group 1 than Group 2 (P=0.001).
Like other factors hysteroscopist's level of experience is also important for compliance and pain perception of patients which was reported in a trial (12) . In our trial the procedure was performed by only one gynecologist who had qualification in this regard to maintain consistency and limit confounding variables. Likerttype scale scores were higher in Group 2. This may be due to the real pain reduction of the local anesthesia and placebo effect of the drug.
As a result, we suggest that although vaginoscopic approach has permitted complete elimination of any kind of premedication, analgesia or anaesthesia, making the procedure faster, complication-free for diagnostic investigation, tenaculum and speculum usage help to facilitate the procedure and traditional technique combined with local anesthesia may be better than vaginoscopy for operative procedures in terms of patient compliance and ease of procedure. This study provides guidance for clinicians who will decide to perform outpatient operative hysteroscopy.
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